on May 14th, I vi"itad the patient at the asylum in company with the resident physician. Her right side was now completely paralysed and she was absolutely aphasic. She was thought to be sinking, and I was requested to be present at the necropsy; but on July 6th I was astonished by the patient walking into my consulting-room perfectly well. She has remained in perfect health up to the present day. There is not a trace of paresis and her mental capacity is unimpaired. It is not my intention to even guess as to what morbid changes produced the extraordinary clinical phenomenon. I do know that, whatever may have been the true pathology, the initial symptoms of the attack were almost entirely referable to extreme cardiac irritability, these symptoms preceding the mental seizure by six or seven weeks. & d e g ;
Just as we see functional disturbances of the stomach from pneumogastric influence, so we may from time to time note cardiac troubles often of anginous type (sudden dyspnoea, pain with or without palpitation). We may witness a mad pneumogastric working with irregulated energy upon the various organs under its control. Some of the extreme cases of tachycardia (heart hurry) will closely simulate angina. I occasionally see a patient suffering from this curious condition, and on one occasion I found him in an attack which was in every particular truly anginous. He expressed himself as being in an agony of pain, and his symptoms were pathognomonic of angina pectoris. Whether or no the seizure was neurotic or really due to commencing degenerative change I cannot say. Since the attack, which occurred two years, ago there have been no cardiac symptoms. Among the cases which are distinctly reflex must be placed those in which sudden symptoms develop after a hearty meal. It has been said that an overloaded stomach presses upon the heart. This is a simple but probably erroneous view, the cessation of cardiac function depending absolutely upon inhibition through the vagus. We are all acquainted with the ordinary common result of indigestion as evidenced by palpitation and irregular action of the heart, especially on going to bed, and we know how much the heart may be influenced and depressed before the act of vomiting. In cases where there is weakness of the walls of the heart, especially when these structures have undergone fibroid degeneration, such digestive troubles may be of very serious import, and they are frequently the cause of sudden death-death which frequently occurs during the night. A patient may awake from sleep, complain of little more than distress at the chest, and within a few minutes fall back dead. Many of the cases of sudden death during the night among patients advanced in life may be credited to pneumogastric inhibition, the enervation occurring as the result of an over-loaded stomach. Hence it becomes of the highest importance to carefully supervise the dietary of those patients who in old age are still addicted to the pleasures of the table, & a g r a v e ; fortiori in the case of those in whom there are symptoms of cardiac failure. The last meal should be light and nutritious and taken at least three hours before retiring to rest.
Although not strictly reflex, I here may refer to cases of night distress with symptoms described as those of intense oppression at the chest. A young man was sent up to me by Mr. Coates of Salisbury. The patient complained of waking up in the night and feeling as if he were dying. He was not faint and was not suffering from nausea. He had had many of these attacks and my opinion was sought as to whether or no there was cardiac disease. There was no hint, no trace of organic change. I could not make out any dilatation. The sounds were feeble and the pulse was quick and poor. These symptoms were caused entirely by tobacco. The patient was alone in lodgings in London and was accustomed to sit up late every night smoking pipe after pipe. He quickly recovered when the cause of the attack was pointed out to him.
Many of you will probably feel inclined to bracket together those groups which I have severally distinguished as " gouty " and "renal." At present gout is a disease which permeates all pathology. There is scarcely a functional inconvenience which is not ascribed to this many-sided enemy. The so-called gouty heart is very frequently solely the effect of gross tissue change-arterio-capillary fibrosis. This change is concurrent with renal insufficiency. In a certain proportion of patients this cardiac change is accompanied at its initial onset by symptoms referable to the functional activity of the heart, and if too much stress is attached to these cardiac symptoms we may readily fall into error -with regard to the true pathology of the disease, perhaps all the more readily as much the same treatmemt is called for m this class of case.
As in gout, I would therefore affirm that many of the so-called gouty hearts are but indicatory oi that ingravescent subtle change which is concurrent with chronic nephritis (cirrhotic or small granular kidney), and that the gout symptoms, though undoubtedly due to deficient depuration, are secondary and not primary. But it is common knowledge that the truly gouty individual is liable to seizures of anginous nature.
If we look upon the paroxysm as but a symptom, and divide into clinical groups those cases in which it may occur, we shall, I think, be in a far better position with regard to our remedies. I consider that angina pectoris should be regarded much in the same light as "headache."
We know that this affection is common to a vast number of functional and organic states of ill-health. Although we are fully aware that headache may be a symptom of direct import, of momentous pathological omen, still it is but a< symptom. The same may be said for albuminuria, although we are in this case dealing with a symptom of still greater importance. A very few years ago all cases of albuminuria, were doomed, but we know now that such universal condemnation was uncalled for. A few years ago the fact of a patient having a bruit was sufficient to warrant the most unneccessary, most harmful, treatment as regards exercise and general tenor of life. In fact, "treatment" " was an important agent in producing such conditions as might favour an attack of fatal angina. We know that there are a numerous class of patients suffering from organic valvular disease who live far healthier, happier lives when allowed to tax their hearts and circulatory apparatus in a manner which to our forefathers would have appeared verging on madness. Let us, then, regard "heart pain " as but a finger-post calling our attention to difficulties attending the dynamics of circulatisn. Let us study the class of case in which the symptom is apt to declare itself.
Depend upon it the more we do so the better we shall be able to give such advice as may ward off the terrible paroxysm of angina pectoris. IT is probable that only a few will dissent from the view that during the past decade the surgery of the nasal accessory cavities has made rapid strides coincident witlithe advance of surgical art as applied to disease in other regions, and whilst one has to regret that here as elsewhere an excess of enthusiasm has in some cases been productive of harm and proved a hindrance rather than a gain to the scientific treatment of nasal diseases, yet a careful review of the literature at home and abroad which deals with this branch of surgery leaves one in no doubt as to the great improvement which has taken place in the treatment of symptoms which were formerly either ignored or completely misunderstood. At the present moment I am concerned only with the frontal sinuses, and on studying the records of the surgical treatment which has been accorded to disease in this locality during the past five or six years at home and abroad and remembering the difficulties I have met with myself in the treatment of a few cases it seemed to me that a thorough knowledge of the anatomy of the sinuses would be the first step necessary in order to explain the varying results which have been obtained and also to enable one to adopt more uniformity of method in dealing with disease in this situation.
I think that the results which I have arrived at may explain to some extent the variations referred to, the difference in the symptoms in different cases, and perhaps more fully demonstrate facts to which attention has already been drawn, more especially in this country by Mr. Collier. I take this opportunity of thanking my former teacher an&ograve;
friend Professor Thane of University College, London, for the loan of his collection of skulls and frontal bones and ;for the help he has so unreservedly given me in my investigation.
1. Variation in siw of t7te MMMs.&mdash;This is the first point which strikes one, for the variation is extreme and to an extent which, I believe, is scarcely credited by the majority -of surgeons to whom I have mentioned the subject This is often very marked in the same specimen ; one sinus will be only large enough to contain an ordinary bean, whereas the other one will be ten times as large, or, indeed, there may be no sinuses at all; and again, the sinus may be absent on one side and quite well developed on the other. I will now give some examples of such variations, the letters M. and F. standing for male and female respectively ; where no letter is affixed the sex was doubtful. Before doing so I would point out that as it is, according to some authorities, almost impossible to find a perfect nasal septum-i.e., median and free from irregularities-so it is equally difficult to say what one should consider the normal size of the fronta sinuses, for it may almost be said that it is normal for them to vary. For working purposes, however, I think one may regard as a standard a sinus which measures 28 mm. from the mid-line outwards, reaching to about the junction of the inner and middle thirds of the supra-orbital ridge and in vertical extent measured from the nasion from 20 to 22 mm.
Examples.
1. F. Septum complete and median ; sinuses very small and confined to nasal region of bone.
2. F. Septum complete and inclined to the right; right sinus very small, extending into the inner end of the supra-orbital margin ; the left occupies nearly the whole of the nasal region of bone. (See Diagram 1.)
3. Both sinuses large, and extend outwards on each side for twothirds of the supra-orbital margin and upwards from nasion 30 mrn.; -septum is complete and deviates to the right bone.
4. Septum complete. Both sinuses very extensive, excavating almost the whole of the lower fourth of the frontal bone and extending into the bases of the external angular processes and beneath the temporal surface of the bone. 5. Septum is complete and deviates strongly to the right. Left sinus extends upwards for 22 mm., and 30 mm. to the left from the mid-line, and 10 mm. to the right from mid-line. Traversed by incomplete septum. (See Diagram 2.) 6. Septum is complete and median, and a nearly complete septum divides the upper part of the right sinus into right and lett chambers. 7. F. Left sinus large and nearly median in position, the right being only represented by a small depression on the under aspect of nasal portion of bone. 8. Septum complete, its upper part deviating to left almost at a right angle, se that the right sinus, which is traversed by two or three incomplete septa, extends to beneath the left superciliary ridge 20 mm. from mesial line, as in Diagram 3. 20. This is the only case of all examined in which on opening the sinuses the septum was found incomplete, but from the shape of the aperture I am inclined to think it was a traumatic opening.
21. There are no frontal eminences ; the infundibulum is situated at a depth of 28 mm. from the anterior surface. The septum is complete and the sinuses very large, extending backwards over the orbital plates of the frontal bone to their junction with the small wings of the sphenoid and externally in the bases of the external angular processes.
No sinuses (adult skull).
23. Small sinus on the right, but undeveloped on the left. Such are some of the most marked variations which one eneets with, but I would again point out that between such a 'condition as in No. 22, where no sinuses are present, and No. 21, where they extend so far in every direction, there is .every possible gradation affecting one or both sinuses.
II. The septum is always complete.-To this rule I have 'only seen one doubtful exception, No. 20. Now whether this applies to cases of diseased sinuses is a matter which is difficult to decide because it is possible to understand that an acute inflammatory affection might easily cause partial absorption of a thin septum and throw both sinuses into one. i I have recently, however, seen a case where a purulent discharge had occurred from the right sinus for three years without interfering at all with the integrity of the septum as shown at the operation when the septum was found complete. In anterior wall of the sinus (vide infra), especially in the commoner cases of suppuration.
III.-The prominences of the superciliary ridges are no guide as to the extent or presence of the sinuses beneath them.
The largest sinuses I met with, which excavated almost the entire frontal bones, were in a particularly flat frontal bone, whilst very small sinuses, No. 11, existed behind very prominent brow ridges.
IV.-The depth of the infundibulum from the anterior surface varies very much and may be situated at a depth of 28 mm. from the anterior surface of the bone. As a rule it is situated much further back than is generally supposed, and a large curve is necessary to pass a probe successfully down the fronto-nasal passage into the middle meatus of the nose.
V.-The direction and patency of the fronto-nasal passage varies very much. In many cases the curve is so marked that it would be impossible to enter the frontal sinus from the nose without making a false passage. In certain cases, as may be seen from the diagrams, if a probe were forcibly pushed upwards in the usual direction of the passage it would enter, not the sinus of that side, but an extension of the sinus of the other side.
This has an important bearing on the question of the method of treatment followed in cases of disease in this situation (Vide infra). As might be imagined from the mode of development of the frontonasal passage its patency is variable. This is marked in the dry specimen and consequently would be more so in the normal condition. The freeness of the passage decides to some extent the symptoms which occur when the sinuses are involved in disease.
Bearing the above facts in mind I think when one is fairly sure that only one sinus is diseased that in operating from the outside a vertical median incision is the best-i.e., an incision from about the root of the nose below continued upwards in the mid-line for one and a half to two inches, then having raised the periosteum from the bone over the position of the sinus to draw the former with the other soft parts to one side, thus fully exposing the bone, which may be removed by gouge and mallet or trephine. If the crown of a small trephine is applied to the nasal portion of the frontal bone between the vertical median line and a line drawn vertically upwards from the internal angular process, it will in all cases open the sinus on that side if one exists.
If one found that the sinus was a very large one and that it was necessary to carefully and freely deal with the diseased mucous membrane lining it, this can easily be done and more bone exposed by making an incision at right angles to the vertical one and passing outwards in the line of the eyebrow ; the triangular flap of skin and periosteum can then be easily turned upwards and outwards, and the resulting scar will be a slight one.
A very manifest advantage of the median vertical skin incision is that the scar is in the middle line and being in the line of natur&ograve;l skin cleavage ]s scarcely noticeable a few weeks after the operation-a very different result from the puckered scar which is seen in those cases which have been opened over the internal angular process. I would suggest that the vertical incision be used even where an ab-cess of the sinus tends to point in the latter position-if a small plate of bone be removed in the t.o3tticn I suggested the sinus can be washed out, the fronto-nasal passage easily explored and rendered patent and the puckered scar obviated. Some operators advocate the incision to be made in the line of the eyebrow as leaving an invisible scar, but occasionally the sinuses do not extend so far outwards. For instance, in Case 1 the first cavity reached by the trephine would be the brain cavity, whereas with a vertical incision the sinuses would be opened in every case. Where both sinuses are involved in disease a transverse incision from the middle or outer part of one supra-orbital ridge to the root of the nose and across to a similar position in the opposite ridge is sometimes made, and then the soft parts are drawn upwardsthis freely exposes the position cf the sinuses which can then be easily dealt with, and here again the resulting scar is very slight.
In view of the cases menticned below, it may be worth while to briefly state the symptoms which may lead one to infer that the s nuses are diseased, and the classification of Lichtwitz into classical and latent forms seems most suitable.
The former are generally due to accumulation of ioflammatory products, and if there is an a'most complete occlusion of the fronto-nasal canal the sinus becoou distended giving rise to pain taking the form of intense frontal headache, redness, swelling, tenderness, and ae'&Igrave;etr a over the root of nose, lower parts of forehead or eyelids (one or both), displacement of the eye downwards and outwards with dip opia and other visual defects, discharge of pus cr mucopus from the corresponding nostril, the headache being generally worse when the disharge is slight or temporarily ceases and being relieved on establishment of the flow. Irt such cases the frontal sinus may be affected without any of the other accessory cavities being involved (Ogston), and this it especially the case in post-influenzal cases.
In the latent forms the symptoms are mainly two--(1) occasional headaches of greater or less severity, anc) (2) constant or intermittent discharge of muco-purulent. matter from the nostril. It is in cases such as these wherethe source of trouble is often overlooked and in which there' is some difficulty in diagnosis. Often there is coincident disease in the ethmoidal cells or the maxillary antrum, and "abscess of the antrum may present identically the same symptoms and appearances as these latent cases of frontal sinus disease and easily lead one to a wrong diagnosis. For ' example, a woman aged twenty-two years, applied to the London Throat Hospital for "discharge and stoppage in, nose" of many month's duration, combined with constant, headaches, especially worse over the left lower frontal region. The discharge of pus was not influenced by posture. There were some carious teeth in the left upper jaw. Examination of the left nasal cavity by reflected light. showed (1) a collection of pus under the mid-turbinate bone in the middle meatus ; (2) small polypoid granulations in this situation ; and (3) a probe could easily be passed into the lef to frontal sinus, and in doing so exposed bone could be felt, and on removal of the probe the flow of pus increased. It seemed to me a probable case of chronic frontal sinus, suppuration, but being aware of the similarity to antrum disease I determined to first explore the latter cavity with a, fine Lichtwitz trocar. The antrum was full of pus, and on. passing a probe afterwards into the frontal sinus there wa,& no further flow from it. The antrum has now been drained,. and all her symptoms are relieved.
A still more striking illustration has recently been given me by a medical fiiend, in which a patient of his com. plaining of unilateral discharge of pus from the nostrD associated with intense frontal headache on one side was operated upon by two experienced surgeons, who were surprised to find, on opening the sinuses, that they werewere healthy. Three weeks later the patient consulted a dentist, who explored and washed out an antrum full of pus, inserted a drainage-tube, &c., resulting in disappearance of the headache and the rapid lessening of the discharge.
In the light of such experience I would suggest " that m all cases where one meets with headache of the kind' described combined with a purulent discharge from the middle meatus of the nose and frontal sinus disease seems indicated, the maxillary antrum, whether carious teetb are present or not, should be first explored and irrigated' before interfering surgically in any way with the frontal sinuses." Three methods of treating these latent cases havebeen adopted, two of which are illustrated by the histories described below. , First method.-Washing out the sinuses from the nose byir passing a fine cannula through the frontal nasal canal into the sinus and, if necessary, removing the anterior fourth oF the middle turbinate bone, in order to. make this proceeding practicable. Second (8ch&auml;jfer's) method.-This consists, failing the first. method, in forcing a passage into the frontal sinus from thenose, following as nearly as possible the normal fronto-nasal' passage. This is a dangerous method, and a fatal case has* recently been described by a careful operator, and although success has attended its adoption in some hands, yet, as. Nussbaum has sai!, "one fatal case has more teaching in-it than ten successful ones," and, as I have pointed out, it is absolutely impossible without exploring the sinuses from without to say what is their size, disposition, thickness of their walls, or, indeed, whether they are present on both sides at all.
Tltird method.-This consists in exploration of the sinuses from without. Most authorities will agree that this is the best method, the most scientific, and in the end by far the most successful.
In a long-standing case, where, fo? instance, the mucous membrane lining the sinus (which may be a large and straggling one) has undergoing polypoid degeneration, one can scarcely expect to get unifoim good results by syringing lotions through the fronto-nasal canal or I by any other intra-nasal treatment, whereas such may be rendered almost certain by removing a portion of the iroB&.
wall of the sinus, fully exposing the lining membrane, and then by curetting or even by actually removing the diseased mucous membrane in its entirety. Again, the time during which a patient would be under treatment would be * enormously reduced by the last method of dealing with the trouble, for on the Continent some surgeons teach that the intra-nasal method of injections should be pursued for months before giving it up as hopeless.
Having dealt with the mucous membrane if diseased, the fronto-nasal passage should be made to communicate freely with the nasal cavity, and where the passage is narrow some form of drainage-tube is advisable, one end of which is secured in the external wound the other being free in the nasal cavity, the tube being perforated laterally in its upper part; the sinus may be irrigated daily-then as the discharge lessens the tube can be gradually shortened until its removal altogether. The following cases will illustrate the first and third of these methods of treatment. CASE l.-A woman aged twenty-nine years consulted me two years ago for constant discharge from the nose and continual headaches. The latter, however, were not so distressing as an inability to concentrate her thought for any length of time on her work, for after working a short time a dull, heavy feeling over the lower part of the forehead rendered her completely incapable of work. On examining the nose a discharge of yellow pus was seen in the middle meatus, together with unhealthy granulations; the antrum was explored and found healthy. On passing an ordinary probe upwards and backwards bare bone could be felt, and seemed to break down easily on slight pressure ; the probe could also easily be passed into the left frontal sinus. The patient was averse to any operation entailing a general anaesthetic, so I removed the anterior half of the mid-turbinate bone and from week to week scraped away granulations and small spicules of bone from the anterior and middle ethnoidal cells and granulations from the frontal sinus, the parts having been first ansosthetised with a 10 per cent. solution of cocaine. During the intervals of treatment she constantly irrigated the nostrils with an antiseptic alkaline wash, and in order to get the latter more fully into contact with the diseased tissues I advised her to let her head hang vertically over the end of a bed or sofa whilst someone poured a little of the lukewarm antiseptic into the nostril, the ratient retaining it there for a few moments. This constant curetting and removal of granulations went on for four months and seemed as though it would be interminable, but she always experienced relief for two or three days after each sitting. The discharge and other symptoms, however, gradually ceased, and when I saw her after an absence of eight months she was perfectly well, the discharge had entirely ceased, and the nasal mucous membrane was quite healthy. It is obvious that the frontal sinus in this case must have been small and very easy to get at from the nose, and although the case was ultimately successful yet I would not adopt this method of treatment again for reasons already stated. CASE 2.-A finely built man aged forty-five years came to my clinic early in February of this year complaining of continual discharge of disagreeable matter from the nose, which was worse when he got up in the morning, a quantity having collected in his throat during the night. He had never had any headache, and the discharge was the sole cause of his complaint. Examination of the left nasal cavity showed a number of small mucous polypi in the left middle meatus, the largest of these being about as large as a pea. They were bathed in pus and on removal of one or two of them with a snare pus was seen to exude more freely into the meatus. He had no carious teeth on that side. The similarity, however, to antral disease led me to explore the antrum as hitherto described, but it was found to be healthy. A probe entered the frontal sinus without much trouble, and on withdrawing it there was an increase in the flow of mucopus. As far as one could see there was no evidence of ethmoidal disease. Treatment at first consisted in the use of antiseptic washes twice daily and removal every week of any granulations and polypi found in the middle meatus in the neighbourhood of the hiatus semilunaris. As this did not bring about much relief, on Tuesday, April 14th, the patient being anaesthetised, I operated from the outside, using the median vertical incision, commencing at the root of the nose below and extending upwards for fully two inches. There was very little h&aelig;morrhage. The soft parts and underlying periosteum were held well over the left side, and with gouge and mallet the front wall of the sinus was partially removed, commencing with the lower left nasal portion of the bone at the inner end of the superciliary ridge. On removal of the bone the mucous membrane of the sinus bulged out, was of a bluish colour, much like a rectal h&aelig;morrhoid, and advanced and receded with each respiration, showing that the fronto-nasal passage was in communication with the left nasal cavity. The front wall of the sinus was removed sufficiently to enable one to get a good view of the latter, when it was seen that the whole mucous membrane had undergone polypoid degeneration, some of the polypi being as large as a split pea; these were curetted away and the sinus finally swabbed' out with zinc chloride (forty grains to one ounce), and lightly powdered with iodoform. The septum was complete. The soft parts were then retracted fully to the right side, when the same procedure was followed and with the same result, only that the mucous membrane was less diseased than on the left side. My reason for examining the right sinus was that on one or two occasions when examining the nasal cavities I saw a little muco-pus in the right middle meatus of the nose.
Drainage-tubes were then inserted into each sinus opening externally in the lower part of the wound, the latter being carefully sutured in the middle line almost its entire extent. Mercury dressings and salicylic wool were then applied. The after treatment consisted of syringing out the sinuses daily with weak carbolic lotion, but as the fluid returned clear from the nose at the end of ten days the tubes were removed. I saw the patient on May 22nd, when he was perfectly well and free from any nasal discharge. for a short time after admission and then rapidly increased, not that the lump itself became much larger, but the oedema, extended over the upper part of the face. The swelling felt very boggy and gave a spurious sense of fluctuation. The swelling over the lower part of the forehead and upper nasal region was acutely tender. There was oedema of both eye-
lids.
There was no discharge from the nose. He had received no blow on the forehead and could account in no way for his trouble. A vertical incision was made by Mr. Godlee from the root of the nose upwards, from 1&frac14;in. to 2in.
long, through the inflamed and cedematous tissues ; no pus escaped. A small portion of the frontal bone was denuded of its periosteum and was quite white. The first tap with gouge and chisel caused pus to well up from the sinus.
The opening was enlarged with the gouge and the pus gently syringed out, the wound being finally mopped out wi h zinc chloride (40 grs. to the ounce) and loosely packed with strips of lint wrung out of the same). A drainage-tube was inserted and dressings of cyanide gauze and salicylic wool applied over the wound. The after treatment consisted of daily dressings, the wound granulated healthily, and the patient was discharged quite well on March 28th. It is important to note that during the operation the frontonasal passage was not made out.
Remarks.-These last two cases are good examples of the commoner diseases occurring in this situation&mdash;viz., acute and chronic suppuration. The points of interest in Case 2 are : (a) Absence of any headache. This may be said to be due to the fact that the fronto-nasal passage was in free communication with the nose, but I agree with Myles that this explanation will not suffice, for at present I have under my care an exactly similar case to this in which the headache is intense and yet the fronto-nasal passage is quite clear and the discharge of pus quite free, neither is there any relation between temporary cessation of discharge and the intensity of the headache. (b) The polypoid degeneration of the mucous membrane lining the sinuses. In Case 3 (a) the acuteness of the whole process ; (b) the absence of any constitutional disease or acute infectious disease (these cases sometimes occur as a 1 I ought to say that when I last saw this patient (Sept. 15th) there was a slight recurrence of the discharge from the left sinus. If this should increase and need further treatment I shall remove the mucous membrane of the sinus entirely. complication of influenza) ; (c) the complete recovery of the case without opening the fronto-nasal canal or draining into the nose; (d) the absence of disease in any other of the accessory cavities, which is more the rule in these acute cases than in chronic suppuration where (as in Case 1) the ethmoidal cells or the maxillary antrum are often involved at the same time. One cannot fail to be struck by the similarity of the treatment no less than the symptoms (in chronic cases) to disease of the maxillary antrum, where exploration by trephining or gouging has been advocated more especially by Dr. Spicer for suitable cases of chronic antral disease where the routine methods of drilling and washing out have not been successful in producing a cure; and it is in such cases that polypoid degeneration of the lining mucous membrane is often found, and no treatment short of curretting or removal of the mucous membrane and careful after-treatment by various dressings would be productive of a successful result. From reported cases one is led to conclude that cases of disease of the frontal sinuses are more common on the Continent, but I believe that is because many of the cases here have been overlooked ; May, 1892. complaining of attacks of vertigo, which lasted a few seconds and occurred several times a day. The first attack occurred two years ago in Melbourne, when he fell, but he asserts that he never loses consciousness. He had been treated for gastric and aural vertigo, but without benefit.. The number of attacks had now increascd. His health generally was good. He was well nourished ; the heart and kidneys were normal; hearing was the same on both sides and was normal. He complained that his memory was not so good as formerly. ..His wife said he turned pale and looked queer when he got an attack. When speaking to me in my study he suddenly became pale, the muscles of his face twitched, ,he nearly fell from the chair, in a moment he was all right and said, "There it is." He had distinctly lost consciousness, though he was not aware of it. I ordered him a purgative dose of calomel and santonine powder . next morning, but he passed no worms. I wish to dwell upon this, as many years ago I was asked by a medical man to call upon a specialist in London in reference to his son aged ten years, who had a severe epileptic attack when playing. The child had had 1 A paper read at a meeting of the Medical and Scientific Society of the Catholic University Medical School, Dublin. convulsions when young, but no other attack. The specialist gave a very bad prognosis and was of opinion that probably the boy would be permanently epileptic. The child, however, had a dose of castor oil, followed by a powder of santonine, passed a round worm, and from that day to this, now fifteen years ago, has never had another attack. I have known similar cases to this, and Watson and others have likewise, so this apparently simple cause must not be forgotten. Of course, in such cases the nervous system cannot be in its normal condition.
To return, however, to the patient. I gave him a combination of the bromide of sodium, potassium, and ammonium, five grains of each three times a day, increasing the dose to fifteen grains of each three times a day. This lessened the number of attacks, but he still had them two or three times a week. I then gave ten grains of each of the bromides of strontium and potassium three times a day and the patient had not an attack for a month. I continued this dose and reduced the attacks to one slight one every six weeks. The patient returned to Australia, and I have since learned that he remains practically free from the attacks so long as he takes the medicine, but they return on his leaving it off, which he does now and then against my advice.
CASE 2.-The patient was a man aged thirty-five years. He had had fits since his fifteenth year, both grand and petit mzrzl, generally once a week. There was no history of syphilis or injury. There was a good family history. He had taken bromide of potassium frequently; it controlled the fits, but it depressed him much. I gave him ten grains of potassium and ten grains of bromide of strontium three times a day. He assured me that the medicine did him more good than anything he had taken; sometimes he had not an attack for six weeks. He has continued this for a year and a half, and, although it does not prevent, it certainly much lessens the number and severity. CASE 3.-The patient was a boy aged eight years. He had healthy parents. There was no injury or worms. For the last four years he would at times suddenly fall. There was no convulsion, but complete insensibility, lasting from a few seconds to two minutes. This would occur sometimes twenty times a day. He was quite bright after the attack. His mental condition was fair. He was healthy looking. He had been taking bromide of potassium and sodium from five grains to fifteen grains three times a day. This had to some extent lessened the number, but there were still from five to eight daily. I gave him five grains of bromide of potassium and five grains of bromide of strontium three times a day. The attacks were reduced to one or two a week.
CASE 4.-The patient was a man aged twenty-five years. He had had fits since his eighth year-generally one or two a week. There was no history of syphilis. His sister had fits from her tenth year, and falling into the fire when sixteen died from burns. He had taken bromide of potassium frequently, but not regularly. This had lessened the number of fits, but it depressed him much. I gave him ten grains of bromide of strontium three times a day. He had no fit for three weeks and then not for a month. He has been taking medicine for the last three months and continues to do so. He considers it is doing him much good and says it does not lower him as the bromide of potassuim had done.
None of these cases were cured, but all of them much relieved. In all of them other bromides had been employed before and the combination of the strontium seemed to be more beneficial. It has long been noticed that a combination of bromides acts more favourably than any one. I would advise you to impress on the patient that he must take the medicine for a long period, whether it has at first a beneficial effect or not. I think the bromide of strontium well entitled to further trial. I read the above notes some two years ago ; since that time I have had twelve other cases of this condition under my care, and as they all occurred in private practice I am able to trace their course and results. It would be tedious to give the cases in full, so I will state a summary of them.
Of the twelve, 8 were in males, and 4 in females. Their ages ranged from 10 to 50 ; in none was any family predisposition admitted, and none could assign any cause, nor was there any evidence of syphilis, 8 had the disease from their youth.
In 4 of the cases the fits occurred at least once a week, in the other 8 at intervals of one to eight weeks. Three of the patients had some warning of the attacks, feeling depressed beforehand, the others had not observed any. All had been
